
[bookmark: heading_0]Case 1: Application of Family Meeting Documentation in Routine Treatment of Elderly Patients with Cognitive Impairment
[bookmark: heading_1]1. Baseline Information
Patient: Zhang, a 78-year-old female diagnosed with mild Alzheimer's disease (Mini-Mental State Examination [MMSE] score: 22; Montreal Cognitive Assessment [MoCA] score: 18), complicated with Grade 3 hypertension and Type 2 diabetes mellitus. She was admitted due to "recurrent dizziness and blood glucose fluctuation for 1 month," and was planned to receive routine treatment for adjusting antihypertensive and antidiabetic regimens.
Family Participants: The patient's only daughter (52 years old, primary caregiver) and son-in-law (55 years old, auxiliary caregiver). The patient had basic expressive ability but insufficient cognition of the long-term benefits of medical regimens.
[bookmark: heading_2]2. Practical Procedures of the Model (Family Meeting Documentation Application)
Decision-Making Preparation
(1) [bookmark: _GoBack]The attending physician first evaluated the patient's decision-making capacity using the MMSE and MoCA scales, and classified her as having "limited autonomous decision-making capacity." In accordance with the model, the family meeting documentation mechanism was initiated. The physician provided synchronized information to both the patient and her family regarding the disease condition, two treatment options, and their respective advantages and disadvantages: Option A (replacing with long-acting antihypertensive drugs + intensive insulin therapy) and Option B (maintaining the original regimen + increasing blood glucose monitoring frequency).
(2) The family received a standardized family meeting documentation, which required daily documentation of three categories of information: the patient's verbal feedback on treatment options (e.g., "Medication is too troublesome; I don't want to change it"), the family's concerns (e.g., "Worried about incorrect insulin injection operation"), and key points of doctor-patient communication (e.g., the physician informed that Option A could reduce the risk of stroke by 30%).
(3) The medical team conducted 15-minute daily communication sessions to address questions recorded in the log (e.g., guiding insulin injection techniques and explaining side effects of new drugs), with continuous logging for 3 days.
3. Log Recording and Communication
On the 4th day, a decision-making meeting was held. Based on the log records, the patient expressed her willingness to try new drugs but refused insulin therapy. The family acknowledged the benefits of Option A but remained concerned about operational difficulties. The physician ultimately adjusted the regimen to "long-acting antihypertensive drugs + oral antidiabetic drugs," and a consensus was reached among the three parties, who then signed the decision confirmation form.
4. [bookmark: heading_4]Quantitative Results of Core Indicators
A 1-month post-discharge follow-up showed that the patient's medication compliance rate was 98%, and the completion rate of blood glucose and blood pressure monitoring was 100%, representing a 51% increase compared with the pre-admission level (65% medication compliance rate). No medication omission or error was reported.


